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Abstract

Background: The prevalence of hypertension (HTN) in Blacks is among the highest in the
world. For Black women, 46% experience Stage 2 HTN (blood pressure [BP] = 140/90) as
compared to 42% of Black men. Because of higher rates of Stage 2 HTN, Black women have
greater rates of cardiovascular disease and stroke. For reasons unknown, nonadherence to lifestyle
modifications and anti-hypertensive medications continue. An understudied potential factor
associated with poor adherence to the treatment regimen and negative health outcomes is stigma.

Objective: The aim of this study was to gain insight and describe the psychological factor of
stigma as an influence on poorly controlled HTN in Black women.

Methods: Hypertensive Black women attending a 6-week self-management program were invited
to participate in an open-ended questionnaire. Six groups were held with 62 women aged 24 to 70
with group size ranging from 10 to 15. Women anonymously wrote their answer to two questions
to capture individual responses without group persuasion. Data were analyzed using thematic
analysis.

Results: Five themes were generated inductively from the data and included 1) desire to get
control, 2) shame and embarrassment, 3) obesity characterizations, 4) stereotype threats, and
lastly, 5) disrupted normality. During member checking, younger participants were more vocal
about stigma whereas older participants did not view stigma as problematic.

Conclusions: Hypertension stigma could potentially deter adherence to high BP treatment.
Further research is needed to explore the prevalence of stigma in this population and its impact on
behaviors that hinder BP control.
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In the United States, cardiovascular disease (CVD) is the leading cause of death for women,
particularly Black women,! and hypertension (HTN) is the main risk factor for CVD.2 The
prevalence of HTN in Blacks is among the highest in the world, exceeding other racial/
ethnic groups.2 In Blacks, high blood pressure (BP) is pervasive where a greater percentage
of Black women (46%) have Stage 2 HTN (BP = 140/90) than Black men (42%), while
more Black men (59%) tend to have higher rates of Stage 1 HTN (BP > 130/80) than Black
women (56%). Although awareness and treatment of HTN is higher among Black women,
HTN control rates are lower than White and Hispanic women? contributing to higher
morbidity, disability, and mortality rates associated with coronary heart disease, heart
failure, stroke, and renal failure.3 The reason for the high prevalence of HTN in Blacks is not
well understood and frequently attributed to diverse causal factors* that stem from social
determinants of health. These factors include multifaceted historical explanations ranging
from culture® to socioeconomic status,® psychological issues,” environmental conditions,?
and barriers related to health care delivery and access.®10

There is agreement among clinicians and researchers that the major factor to successfully
treating and controlling BP is the lack of adherence to prescribed medications,1! along with
diet and physical activity recommendations.312 However, a rarely recognized but harmful
factor is the negative effects of stigma on adherence to the antihypertensive treatment
regimen. Stigma is not routinely assessed during client-provider interactions nor is it
integrated into the educational curriculum of health care providers.13 Thus, feeling
stigmatized by HTN or other chronic diseases may be a hidden factor to consider when
adherence is problematic.14.15

Effects of Stigma

Stigma is defined as a mark of shame that is borne by an individual because of physical or
mental illness setting them apart for prejudice, stereotyping, and discrimination.16
According to the Centers for Disease Control, stigma is discrimination against certain
groups of peoplel” and the stress from lifetime discrimination is associated with an
increased risk of HTN in Blacks.18 Exposure to stigma (beliefs) and discrimination (acts)
may initially elicit acute physiological and psychological stressors. Physiologically, the
sympathetic nervous system “fight or flight’ response to chronic exposure to stigma may
cause sustained BP elevations that silently damage arteries, while increasing the risk for
atherosclerosis leading to myocardial infarction, stroke, and renal disease.1® Psychologically,
stigmatized clients tend to experience a lower self-esteem, embarrassment, blame, and
depression,20 contributing to poorer self-care, social withdrawal, and reduced help seeking
behaviors.2!

Stigmatization that is directed at characteristics such as race, gender, and weight may
adversely affect disease prevention and treatment while potentially accelerating disease
processes, especially cardiovascular health outcomes.1® Being Black, female, and oftentimes
overweight/obese describes the plight of many with HTN. For Blacks, race-related stressors
lead to worse cardiovascular health outcomes than traditional HTN risk factors regardless of
socioeconomic status.22 Until, race-related stressors are identified, denounced, and fair
treatment employed, the effects of stigma may continue to result in poor communication
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with providers, failure to practice healthy behaviors, nonadherence to medication/treatment,
23 and disease concealment, resulting in poor health outcomes.1>

Stigma and Hypertension

The World Health Organization and the American Heart Association identify HTN as highly
prevalent, but also the most preventable disease that requires lifestyle modifications such as
healthy diet, weight management, and moderate levels of physical activity.2-24.25 Because
HTN is preventable in most cases, clients may experience feelings of guilt and shame with
thoughts that they are to blame for their chronic condition because of poor lifestyle choices.
As a result, perceived public stigma (individual’s belief of discrimination and devaluation by
others including peers, family, health care providers, and the community) may be evident
contributing to self-stigma (internalization of negative stereotypes of others to oneself).26
Thus, concerns about feeling stigmatized may result in a failure to engage in treatment
adherence and self-care practices leading to uncontrolled HTN. Moreover, because HTN is
an invisible and incurable disease, some clients may try to conceal their diagnosis from
others to avoid judgment and stigmatization.

When examining stigma and HTN from a biological perspective, increased inflammation is
another mechanism to consider. Although studies support the inflammatory response in
HTN at the cellular level 2728 studies also suggest that prolonged exposure to stigmatization
related to racism and discrimination is associated with increased inflammation in Blacks.
22,29 As inflammatory processes decrease the body’s defenses, the risk for chronic diseases
such as HTN, CVD, stroke, diabetes, kidney disease, arthritis, and cancer increase.30 Of
interest is the possibility that stigma could be the driving force for the inflammatory process
associated with HTN.

Research pertaining to stigma and HTN are limited. Studies have compared HTN stigma
with other chronic diseases. One study3! compared the stigma experiences of people
diagnosed with HIV/AIDS and HTN. People living with HTN had higher internalized
stigma (absorption of negative beliefs and attitudes about the disease) and perceived stigma
(expect to experience stigma or shame) while those living with HIV/AIDS had higher
enacted stigma (experiences of prejudice or discrimination). Findings in another study32
revealed greater stigma, denial, and diagnosis concealment among diabetic clients when
compared to those with HTN. Although the HTN diagnosis was readily accepted, treatment
nonadherence was more prevalent due to the asymptomatic nature of the disease.

A multi-center qualitative study of young adults with HTN33 was conducted to understand
their unique perceptions of barriers to HTN treatment and BP control. Study findings
revealed that 26% of respondents were shamed by peers, stigmatized for being unhealthy, or
concerned about the negative social stigma related to HTN. One annotation made a
distinction between people with cancer who get sympathy and support, whereas persons
with HTN are faulted for not making better lifestyle choices.

Two studies compared stigma and HTN among racial groups. From a parent study of White
and minority men with prostate cancer, racial discrimination and stigma consciousness
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(expecting to be stigmatized) of those diagnosed with HTN was tested.34 For ethnic
minorities, the experience of more racial discrimination was associated with a higher
diastolic BP and stigma consciousness was associated with greater odds of having HTN. In
another study including mostly Black and Hispanic residents with low-income in New York
City, spatial stigma (bad neighborhood reputation) was associated with increased systolic
and diastolic BP and higher body mass index.3®

No known studies have investigated stigma among Black women with HTN and there is a
paucity of research on stigma specifically related to HTN. Therefore, the purpose of this
study is to gain insight and describe the psychological factor of stigma and its potential
influence on poorly controlled HTN in Black women, and thus, address this gap in the
literature.

Research Design

Participants

The current study was part of a randomized controlled trial aimed to test the effectiveness of
a self-management program with interactive technology-enhanced coaching in achieving BP
control and adherence to the anti-HTN treatment regimen. One additional goal was added to
describe stigma and its possible influence on poor BP control. The current study used a
qualitative descriptive design with an open-ended questionnaire due to the lack of research
in the area of stigma and Black women with HTN. This design allowed a straight description
and complete summary of the HTN stigma phenomenon using participants’ language to stay
close to the data with low inference.36 By using the questionnaire method, we avoided
dynamics among members in a group setting that would inhibit individuals from expressing
their point of view or influence answers given. In a group setting, the fear of being judged,
or the need to openly conform to popular opinion may hinder group communication and
contaminate the discussion with socially desirable answers. Thus, the use of individual
questionnaires has been known to help participants express their feelings more readily.3”

A purposeful sample of 90 Black women diagnosed with HTN were recruited primarily
from churches and community events in the southeastern United States through flyers, word-
of-mouth, meetings, and presentations. Of the 90 enrolled in the study, 83 completed the 6-
week self-management program and participated in this sub-study. Those enrolled in the
study were 18 to 70 years of age, prescribed anti-HTN medication, and had BP readings
greater than or equal to 130/80 but less than 160/100 when screened. According to HTN
guidelines, a BP goal of less than 130/80 is recommended for known CVD and reasonable
for those without CVD risk. An upper BP of less than 160/100 was chosen to avoid the need
for additional medication for BP control.3 Those with a current pregnancy, self-report of
mental illness that interfered with daily functioning, and disease processes such as
uncontrolled diabetes, hemodialysis, and stroke with residual effects were excluded from the
study. Prior to providing informed consent, the study was explained to participants.
Approval for this study was obtained from the University’s Institutional Review Board.
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Data Collection

A qualitative questionnaire was administered to six groups of women taking part in a larger
HTN study and attending a 6-week self-management class held at a local church classroom
space. The usual class size ranged from 10 to 16. Only those present at the beginning of
class were given the questionnaire and one group was omitted due to time constraints. To
maintain anonymity, questions did not ask for identifying information. In an effort to lessen
group intimidation, every participant in each group received a questionnaire and was asked
to address two questions that included:

1 Who do you talk to about your high blood pressure?

2. Do you believe there is stigma or shame associated with having high blood
pressure?

After participants finished writing their answers, papers were collected, and briefly
reviewed. Through member checking, participants discussed and verified the main topics
and clarified misinformation. Any changes were recorded. These discussions lasted an
average of 15 minutes. Field notes were kept during each session by the primary investigator
(WMA).

Data Analysis

Results

This study used the Braun and Clarke thematic analysis®® as a qualitative descriptive
approach to identify, analyze, and report themes within data3® obtained from open-ended
questions. An inductive method to analysis was used to ‘give voice’ to participant
experiences by letting the data drive the themes in a ‘bottom-up’ approach.3? We used the
six phases of thematic analysis to produce trustworthy findings.4? In summary, three
research team members read all handwritten questionnaire responses several times to
achieve familiarization with the data before initial coding. After all data were manually
coded line by line, codes were sorted into groups with the same meaning. Potential themes
were reviewed by the research team multiple times and discussed until a final consensus was
reached to define and name the themes. Meetings were held for reaching consensus on
derived themes and after five themes were finalized, excerpts were identified for each theme
to produce the report. Because of the qualitative questionnaire data collection method, data
saturation could not be determined.

Of the 83 women enrolled in the self-management classes, 62 (74.6%) completed the
questionnaire. Because the data were anonmyously collected, descriptive statistics are
provided for the entire sample. Ages ranged from 24-70 (mean 54 years) and 56.6% (n=47)
were single (never married/separated/divorced/widowed). A large percentage of the sample
(73.4%, n=61) had obtained degrees through higher education from community college to
graduate school. Over half of the sample (53%, n=44) reported incomes of $55,000 or
greater (see Table 1).

From the sample, 40% (n=25) reported the belief that stigma or shame was associated with
having high BP. Sixteen percent (n=10) of the overall sample indicated they talked to no one
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about their high BP diagnosis. Nearly one-third (32%, n=8) of those in the stigma-believing
group were silent about their HTN diagnosis. Of the 60% (n=37) in the non-stigma believing
group, the majority (68%, n=25) checked ‘no’ to the stigma question with no commments.
Interestingly, about a third (32 %, n=12) of the non-stigma believing group who checked
‘no’ to the stigma question included written responses that were similar to those who
reported stigma.

After thematic analysis of the open-ended questionnaire items, five themes were generated
from the data and included 1) desire to get control, 2) shame and embarrassment, 3) obesity
characterizations, 4) stereotype threat, and lastly, 5) disrupted normality. Excerpts from both
the non-stigma believing and the stigma-believing participants are noted under each of the
five themes listed.

Theme 1: Desire to get control

Control of HTN is the benchmark for lowering CVD morbidity and mortality risks
associated with uncontrolled BP.3 Participant responses revealed a desire to get control of
their BP.

In the non-stigma believing group, one participant had not achieved BP control and
responded by identifying the obstacle.

“l feel 1 should have it under control better. Sleep is the problem.”

Participants in the stigma-believing group identified areas that were problematic for BP
control leading to frustration in their self-management ability.

“...I'hate that | have it but I’m working on controlling it and a better lifestyle.”

“Weight is causing my issues and if | can stick with a weight lost plan that might
help with my blood pressure.”

“It is a feeling of ‘why can’t you get it together.” | do well with many things but my
blood pressure is the one thing that gets me and | don’t seem to be able to conquer
it.”

Theme 2: Shame and embarrassment

Shame and embarrassment are negative emotions that tend to cause emotional distress that
may trigger an elevated BP. If these emotions are chronic, major body systems are adversely
affected.41

In the non-stigma believing group, several participants noted that HTN should be discussed
openly with no shame or embarrassment. During member checking, younger participants
were vocal about stigma, but older participants did not view stigma as problematic because
HTN occurred during older adulthood.

“No one should be shamed of high blood pressure. They should be very vocal and
talk about their pressure.”

“| feel no shame in discussion of high blood pressure.”
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“No shame! Because | experienced it later in life!”

In the stigma-believing group, shame was expereinced when taking medication in public.
This type embarrassment and unfair treatment from others may contribute to medication
nonadherence.*2

“...sometimes | have shame about taking my medication in public. People usually
stare at the bottles and ask what it is for.”

Participants expressed feelings of shame, failure, and discouragement because they were not
in control of their health.

“| feel shame because it shows poor health. | don’t take care of myself like |
should.”

“Ashamed that I didn’t do all I could to help prevent high blood pressure (e.g.
eating better, exercising, etc.) before it happened, even though my cardio doctor
says there are many contributors to high blood pressure.”

“My thoughts are not taking care of yourself, ex: eating right, exercising, getting
the proper rest. Also, high blood pressure can lead to death and generally occurs
when you reach a certain age. It’s embarrassing to talk about it.”

Young adults viewed their ‘new normal’ as having to live as if they were older due to
lifestyle modifications that impacted their ability to enjoy life.33 Also, being young and
overweight seemed to intensify shame.

“Because of my age, it’s embarrassing to talk about having high blood pressure.
This illness seems like it’s something associated with older people.”

“| feel that because I’m younger and overweight that people judge and I’'m
embarrassed because | feel ashamed that | have the condition.”

Medication side-effects such as frequent urination may exaggerate feelings of shame and
contribute to nonadherence.

“It used to be (shame) when I had the previous high blood pressure pills that had
me using the bathroom ongoing before changing (water pills).”

Theme 3: Obesity Characterizations

Obesity characterization describes how participants and others portray overweightness.
Obesity is a visible condition where individuals are victims of stigma with negative
stereotypes and discrimination?3 that further complicate BP control.

Participants from the non-stigma believing group mentioned how overweight/obesity people
are viewed.

“Initially I did not think that there was (stigma) and still don’t but, | can see how
some could possibly think so. Some may possibly associate it with being fat and
lazy when most of the time that is far from the case.”
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“I think people feel that if you are overweight you automatically have high blood
pressure. Also, people are uninformed, that is not only with eating foods with
sodium.”

Comments were similar between the two groups but differed with indirect references to diet
and exercise. Another difference was the comment that individuals with HTN are not always
overweight.

“Most people associate high blood pressure with being overweight...”

“It may only be my perception; however, | believe high blood pressure is associated
with slothfulness and gluttony as it is linked in the minds of others to diet and
exercise.”

“Most people assume you don’t eat a balanced diet. That you are overweight or that
additional exercise can often reduce symptoms”

“Some people think high blood pressure is related to people who eat too much,
obese, careless about eating habits. For me, my stigma was | am too small to have
high blood pressure.”

Theme 4: Stereotype threat

Stereotype threat refers to “the threat of being viewed through the lens of a negative
stereotype, or the fear of doing something that would inadvertently confirm that stereotype.
An elevated BP is the most harmful effect from stereotype threat.4

Because HTN is so prevalent, some participants from the non-stigma believing group stated
HTN was the usual norm for Blacks, thus projecting a stereotypical view.

“No stigma. Most of the people | know have high blood pressure.”
“I believe it is seen as the ‘“NORM,’ especially in the black community.”

“High blood pressure is so common now especially among African Americans that
I think I expect most people (AA) have either high blood pressure or diabetes or
both.”

In the stigma-believing group, stereotype threat was evident as participants mainly reported
how others perceived them.

“Some people think blood pressure is all about the way you eat, some think it is
hereditary, others think they don’t need medication. My issues are stress, food...*

“| feel that the stigma comes from people opinions (personal). For example, too
much salt or eating unhealthy,”

“You are eating too much pork.”

“l was to change my diet, especially salt, because I’'m African American, | felt |
was asked the question. | don’t cook or put salt on my food.”

“If you are a man, the stigma is they will not be able to satisfy a woman when
having sexual relations.”
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“Although heredity, the stigma shows lack of taking care of health and can have a
significant impact sometime on relationships.”

“...hypertension often carries with it the stigma that you are erratic in your
temperament.”

“l personally don’t have shame. | think when you tell someone you have high blood
pressure, they assume you are overweight or you don’t take care of yourself and
that’s not always true.”

“| feel like people assume you don’t care about your health, you are lazy,
uneducated, in poverty, never attempt to do better at taking care of yourself.”

Theme 5: Disrupted normality

A diagnosis of HTN can be traumatic with lifestyle changes and strict adherence to
medication causing a disrupted normality where normal life is replaced with a restricted
lifestyle.#> Although some clients may successfully adjust, others may not resulting in a
constant struggle to maintain BP control.

Participants from the non-stigma believing group wanted to be free of their HTN and
medication-taking.

“Would just rather to have a normal blood pressure.”
“l don’t like taking medication.”

Similarly, those in the stigma-believing group struggled with their new normality.
“...there are certain foods you can’t eat. Activities may be limited...”

“...yet another hindrance, (hindrance/almost like a handicap) - where others have to
consider or make provisions for me when we plan things together...”

Discussion

To our knowledge, this is the first study to investigate HTN related stigma in Black women.
The main finding is that 40% (n=25) of our sample reported stigma (in areas such as diet,
weight, exercise/physical activity, self-care, medication-taking, HTN at a young age, stress,
sleep, etc.) that impacted their ability to maintain BP control. Participants described feeling
stigmatized for various reasons with statements that reflected self-stigma (e.g. / feel shame;
it’s embarrassing; 1 hate that | have it, why can’t you get it together) and perceived social
stigma (e.g. some people think; most people associate, 1 think people feel; people juage).
Results from this study provide insight into the effects of stigma, an underexplored
phenomenon that has important clinical and research implications.

Almost 75% of study participants were highly educated, middle and upper-income Black
women. In the past, it was thought that lower socioeconomic status was the strongest
determinant of poor health, but unlike Whites, higher rates of HTN persists among Blacks
regardless of socioeconomic status.#8 Hence, when Blacks achieve a higher socioeconomic
status, they are not immune to perpetual experiences with stigma, discrimination, and
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marginalization that trigger biological processes involving the sympathetic nervous system
and inflammatory responses. Thus, race-related stressors are associated with poor
cardiovascular health in Blacks more so than traditional HTN risk factors.22 In our study,
stigma included both HTN risk factors and stigmatizing racial stereotypes (e.qg. fat and lazy,
lazy, uneducatea, in poverty, or because 1’m African American, | felt | was asked the
question) in spite of the high educational status of participants. Thus, further research is
needed to improve our understanding of the above associations. It is equally important that
assumptions underlying the etiological contributors for the development of HTN in Black
women are not based on stereotypes as this can have negative connotations that impact the
attainment of BP control.

Five themes associated with stigma-related barriers to treatment adherence and self-care
management were identified. In the first theme, women expressed a desire to get control of
their BP to ensure a healthy lifestyle. Women attempted BP control efforts on their own
without obvious assistance from health care providers. Unlike diabetic clients who have
classes, monitoring equipment, and support groups, our health care system has not fully
provided or reimbursed for educational programs and equipment for HTN even though self
BP monitoring is associated with improved BP control and health benefits.#” Blacks are
disproportionally affected by HTN, however, policy changes have not been implemented to
effect positive health outcomes.

Because of the HTN diagnosis, many participants experienced shame and embarrassment
accompanied by an element of guilt. Those experiencing guilt were more inclined to feel bad
and blame themselves for their HTN because they did not engage in prudent self-care
practices. Consequently, the negative emotions of shame, embarrassment, and guilt may
serve to exacerbate high BP.41 In addition, these emotions were expressed by younger adults
who considered HTN a disease of older adults. Unlike healthy peers, young adults are now
expected to adhere to lifelong treatments.

Obesity characterizations referred mainly to perceived public stigma with participant
comments centering on the thoughts and assumptions of others. Some participants seemed to
lack awareness that obesity, unhealthy diet, and physical inactivity are HTN risk factors, thus
limiting BP control. Similar to HTN, those with obesity are frequently blamed for their
condition and stereotyped as lazy, incompetent, and lacking willpower.8 In fact, one study
participant associated obesity with slothfulness and gluttony. Interestingly, HTN stigma is
closely related to obesity stigma; in fact, all five themes may apply to both HTN and obesity.

Stereotype threat was evident in both the non-stigma believing and stigma believing groups.
In a study with university students, Blacks with higher stereotype threat displayed higher
BPs than Whites when performing a cognitive activity where BP increased and remained
elevated after a time lapse and subsequent task, thus suggesting the adverse effect of
stereotype threat on BP reactivity.*? Reacting to stereotype threat may lead to negative
consequences for health behavior, such as increased stress, decreased trust, avoidance of
health care, impaired communication with health care providers, decreased treatment

engagement, and medication nonadherence, all of which contribute to uncontrolled BP.
5051,52
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Lastly, study participants struggled with lifestyle changes such as prescribed medications
and dietary changes necessary for BP control creating a disrupted normality. Feeling normal
when symptoms are nonexistent could make acceptance of HTN difficult. Lifetime
dependence on antihypertensive medication may be perceived as a personal weakness
carrying stigma and shame. To ensure BP control, it is essential that the disrupted normality
becomes a “new normal” with permanent lifestyle changes to ensure desired health
outcomes.

Few studies have shown that stigma is associated with HTN in Black clients.1934 Hence, we
are chartering new territory on how to proactively address stigma in this population.
Fortunately, we can borrow interventions from other stigmatized groups with chronic
diseases. First, it is essential for health care providers to garner an awareness and
understanding of the adverse effects that stigma may have in adopting healthy lifestyle
changes among hypertensive Black women. Health care providers must be prepared through
training to help clients increase their self-esteem and develop skills to resist stigma.>3 Next,
it is imperative that health care providers assess for the presence of HTN related stigma in
Black clients, especially if HTN persists with treatment and nonadherence is suspected.
Communication is vital to avoid erroneous identification of general causative factors that
lack individualistic application. Because stigma is rarely recognized and/or addressed during
client-provider interactions,13 Black women tend to suffer in silence with the effects of
internal and social stigma. As noted in this study, nearly one-third (32%, n=8) of those in the
stigma-believing group did not discuss their HTN diagnosis with anyone. If stigma is
revealed, the psychological distresses associated with it must be addressed through
appropriate interventions to break the silence, increase self-care skills, and promote BP
control. Lastly and equally important, health care providers must address their own bias and
discriminatory behaviors that may unintentionally perpetuate stigma contributing to poor
health outcomes in Blacks with HTN.19

Strengths and Limitations

This main strength of this study was the written answers to open-ended questions. They
provided a personal understanding of HTN related stigma without restriction, thus avoiding
the constraints associated with quantitative scales. Several limitations were identified. First,
data collection with a qualitative questionnaire was not as rigorous as individual interviews
or focus groups and lacked the depth of information obtained with prompts.>* Although data
were already transcribed with participants’ written responses, some handwritings were
difficult to read and decipher. In addition, participants had different skill levels in expressing
their thoughts in writing. Lastly, participants in this sample were highly educated with
middle and upper incomes and recruited from one geographical area. Therefore, responses
may not be representative of all Black women with HTN.

Conclusion

In this study, 40% of Black women believed stigma impacts HTN. Understanding stigma
issues in Black women with HTN is important when considering that stigma could
potentially deter adherence and exacerbate problems with high BP. Further research is
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needed to explore the prevalence of stigma in this population and its impact on behaviors
that hinder BP control.
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Table 1.

Descriptive Statistics, V=83

Participant Characteristics Mean (Range) or n (%)
Age 54 (46, 24-70)
Years dx with HTN 11.01 (1-40)
Marital status
Single (never married) 22 (26.5%)
Married 36 (43.4%)
Separated/ Divorced 21 (25.3%)
Widowed 4 (4.8%)
Education
Less than 12th grade 1(1.2%)
High school graduate 2 (2.4%)
Some comm. College 11 (13.3%)
Graduated comm. college 7 (8.4%)
Some 4-year college 8 (9.6%)
Graduated 4-year college 28 (33.7%)
Some graduate school 2 (2.4%)

Graduated graduate school 24 (28.9%)

Income
<10,000 - 24,999 11 (13.3%)
25,000 - 54,999 26 (31.3%)
55,000 — >100,000 44 (53.0%)
Refused 2 (2.4%)
Occupational status
Work full-time 60 (72.3%)
Retired with pension * 16 (19.3%)

Work part-time/not employed 10 (12%)

*
Work full-time = 1 and Work part-time = 2
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